THE DIVISION OF HEALTH OF MISSOURI |
STANDARD CERTIFICATE OF DEATH stte Fite Mo AL
u'u DIST. lo.._é‘z_z PRIMARY REG. PIST. NO. Megu!mr’l Ne. yf y"A’

2 USUAL RESIDENCE (Whbere decenesd Bived. 1t
= b. COUNTY

Mo . 300
10.48

FILED JUN 6 1955

BIRTH NO.
I. PLLACE OF DEATH

aCOUNTYG_D\eﬂv\ﬁ

b. ClTY 4 sutoide eorpurnte lmits, welte RURAL s3d sive

o

¢. LENGTH OF

WRITE PLAINLY—USING UNFADING BLACK INE-—MAEE A PERMANENT RECORD

DR L NGELeLD

T‘rmu izes)

d. FHLL NAMLQ;OF mmhmumumdwmum-uh-mL . STREETN (I raral, give location)
INSTHONS Lie D BAPTIET IR OSPITAL
3. NAME OF - a. (First) b. (Middle) c. (Last) 4. DATE (Month) (Dey) (Year)
DECEASED - R 3
(wpearPint)  \ 5 B A P, GRAVE S DEATH $‘x 3l 1988
5, SEX C)s, COLOR OR RACE | 7. ml%%e%g IgEVER HARRIED 8. DATE OF BIRTH s.hA.r‘;E Us Touns ): :g ; e ,;‘.:.
Wi Za Mfuu:__?" RS l 18I | |

10a. USUAL OCCUPATION (Oiive kiad of work
doring most of working lifs, even if retired)

lﬂb KIND OF M-

1. BIRTHPLACE

12 C{’TIENOFWHAT

"I&:\,.l—

132, FATHER'S NAME
]

15. WAS DECE.ASED
{Yes. 20, o unk)

%inm

18. CAUSE OF DEATH N
. Enter anly cnscauss per
Iine for (8, {b}, and (c)

_*This docs not mean
the mode of dying, such
o8 beart failure, asthenia,

o e
13b. MOTHER'S MAIDEN N 14. MAME OF HUSE 'on YIFE Al
Ot AL = —a
ARMED FORCES? | 16. SOCIAL SECURITY { 17. INFORMANT SIGNATURE OR NAME U1/ 728 PDRESS
or t-da-ri-) NO. ~ . e al?

— CAAAt e~ AV W) . A

’ DICAL CERTIFICATION \! [ [ B TN

1. DISEASE OR CONDITION (L9 - . vy T Mg DEATH

DIRECTLY LEADING TO DEATH® (4) A{_’“ . (AN EE A P -

ANTECEDENT CAUSES
Morbid conditions, 1 DUE TO {(b)
rll:'!o the above mye?;g m

-

/I

de. It meana the dis- | A8 underiying couse last. v
case, infury, or compii DUE TO ()
tion which canged death, | 11. OTHER SIGNIFICANT CONDITIONS X
Conditions contributing fo the death bt ot }77
| _related to the disense or condition causing death.

19a. DATE OF OP'FIRO’H 19b. MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
. ES | [

21a. ACCIDENT {Bpadily) 21b. PLACE OF INJURY (ss-.to crabus | 21¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE boms, farm, tastory, strest. offies bidg., exe.)

HOMICIDE .
21d. TIME (Month) {(Day) (Year) (Houn) 21a. INJURY OCCURRED | 2M. HOW DID INJURY OCCUR?

WHILEAT NOT WHILE
INJURY . AT WORK >,
2.1 hery e hanaumdedmdumeurm__szzL m,.s_,to__.‘;?li/_.w.gtwtmmwmmud
rom thé causes and on the dale staled above

955 and that death occufred at Lol gaiar f




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb

DY IME, OF BY Lo tiiniiiiieirinnm o ccma e riur s e asaasamo oo st st nan s e

working under my personal supervision..

Student...-...ociiecrinnrienasiiaaaaa it e
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (;
to comply with the -above constitutes grounds for revocation of license),

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

17 this body is not embalmed, fact should be so stated above.




